DESCRIPTION
A 73-year-old man with a series of longstanding comorbidities, including diabetes mellitus, asthma, hypertension, chronic kidney disease and ischaemic heart disease, presented to accident and emergency with two episodes of collapse and exacerbation of asthma. Two weeks beforehand, the patient had just returned from a symptomless holiday in Bangladesh, with symptoms of cough, shortness of breath and acute onset of confusion arising a week later prior to admission. On examination, he was tachypnoeic with widespread polyphonic wheeze on auscultation but apyrexial.
He was stabilised and admitted on the basis of acute on chronic kidney injury with metabolic acidosis and possible low-respiratory tract infection. His treatment was started with augmentin, bronchodilators and steroids. Chest x-ray and blood cultures revealed to be clear. However suddenly, with 4 days of good recovery, metabolic acidosis worsened and the decreased creatine levels suddenly rose from 395 to 656 mmol/l over 1 week. Simultaneously, he suffered with atypical chest infection, urine output depletion and acute onset of severe confusion and agitation. The overall reason for acute kidney injury was sepsis, which lead to multiple organ failure. He was transferred to ITU for dialysis although all the vitals were stable, including 96% oxygen saturation on room air. He was referred for a non-contrast whole body CT under general anaesthesia. The CT thorax shockingly showed tracheomalacia (figure 1 and 2) at the level of azygous vein, and the rest of the CT was remarkable. He remained intubated and on dialysis, as he was not fit for surgery.
Going through literature research, the cause of this very sudden onset of tracheomalacia was unexplainable; especially as he did not experience tracheostomy or prolonged intubation before. The investigations for other existing causes of tracheomalacia included bronchoscopy with biopsies and CT scan, both of which did not show any of the suggested differential diagnosis. Other tests to investigate possible reflux and chronic obstructive pulmonary disease were impossible to perform in view of the critical care condition of the patient. Unfortunately, there was no possible long-term management as the patient passed away undergoing multiple organ failure, before having any surgery or stents.
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